Quality in clinical care
Quality of care is increasingly seen as being important by all those involved in health care; patients, clinicians and managers. A wide range of initiatives is underway in almost all fields of medicine and these are underpinned by local, national and international directives. For example, the European Region's 'Health for All' target 31, states 'By 1990, all member states should have built effective mechanisms for ensuring quality of patient care within their health care systems'. The onus, therefore, is on all specialties, including palliative medicine, to examine their views on this issue.
There will be some who would say that quality is the essence of palliative medicine, and indeed that its raison d'etre is to provide the kind of quality of care that might be lacking elsewhere in the health care system for this particular group of patients. They may even feel indignant that questions might be asked about the quality of the care which they provide. But this would be to misunderstand the issue. Quality is everybody's business, and all palliative care units have an obligation to their patients to ensure not only that standards are set and met, but that they are constantly being improved. This then, is the esence of a quality programme, a continual improvement in the care provided and a commitment to ensuring that all staff, patients and families are involved in the process and satisfied with the outcome.
Having said that, the topic of quality raises some fundamental questions including, what does quality mean, how can it be measured and who should measure quality? Quality is something which most people recognize, but find very difficult to define. A search through the literature reveals attempt after attempt to define quality in such a way as to be valuable for measuring and monitoring change. The following definition, though not entirely original, encapsulates some of the more important concepts.
Quality is a concept which describes, in both quantitative and qualitative terms, the level of care or services provided. Quality as a concept, therefore, has two components. The first is quantitative and measurable, the second is qualitative and associated with value judgements. It is a relative, not an absolute concept.
It is not, therefore, simply an analysis of activity. In describing the quality of a particular service or level of care it must always be compared to some other similar activity, previous measurements or value judgements. It implies consistency over a period of time in the delivery of a service or care.
Quality can be related to the achievement of specific aims, objectives, standards and targets.
These standards, however, should not be seen as fixed, as they can always be improved. In describing the quality of care of a service, all those involved need to be considered; doctors, nurses, receptionists, porters, managers, as well as the patient and family. The morale of a unit has a direct effect on the quality of care. From this definition, it can be noted that quality is seen to be a relative concept, not an absolute one. The quality of care provided is therefore related to the individual's own past performance, the performance of others and the expectations of others, including patients, the public and politicians. To improve quality means being able to do better than you are doing just now. The starting point of all quality initiatives is therefore an assessment of where you start from, and a vision of where you want to go. The measurement of quality is therefore about change and the rate of change. Some of these changes will be quantitative and readily measurable, others will be qualitative and associated with judgements about the kind of service provided.. As quality of care must be seen in a multidimensional way, the following areas would have to be reviewed from a medical point of view: 1) Technical skill and competence. This would include, for example, the ability to perform certain procedures, prescribe drugs and make appropriate clinical assessments. 2) Professional standards. This would include ethical and moral issues and professional standards of behaviour.
3) Attitudes and behaviour. This would include communication skills and appropriate attitudes to patients and their families. 4) Managerial functions. All clinicians have a responsibility for managing the resources that they use. This also has a quality dimension. 5) Teaching, development, audit and research.
Again, all doctors have responsibilities in these areas and it is possible to assess both quantitatively and qualitatively the standards attained.
Having defined quality, and set out the kind of area which might be measured, a further issue raised is that of who should measure quality? In relation to the five components of the quality of medical care listed above, the following might be considered. First, the individual doctor has a responsibility for maintaining quality. Clearly, doctors as a peer group have an important part to play in ensuring that the quality of care provided by their colleagues is appropriate. Other health professionals undoubtedly have a part to play and can be particularly helpful in assessing the contributions of others. Managers have a responsibility to ensure that quality of care is being provided and patients and relatives as the consumers, clearly need to have a say in determining standards of care. Lastly, the public and politicians have a role in determining resources and setting priorities, and have a responsibility to ensure that quality is central to health care.
These are but some of the issues raised under the heading of quality of clinical care. It is a topical issue and one which is at the heart of clinical practice. Many of the initiatives associated with the improvement of quality are related to changing the culture of the system and ensuring that good communication, attention to detail and a patient-centred approach are seen to be the norm. Palliative medicine has a tradition of quality and excellence. As the specialty expands and its influence is more widely felt in other clinical areas, it is essential that quality of care is kept to the fore. Some of the issues raised here may help to set out the agenda and open the topic for discussion.
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